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6.0 INTRODUCTION
6.0.1 The Covid pandemic has shone 
a light on pre-existing discrimination 
as well as creating further inequalities 
for already marginalised members of 
society. The coronavirus outbreak has 
magnified existing inequalities, but 
has disproportionately affected BAME 
communities. This has been clear from 
early on in the pandemic. Whilst this 
was shocking, it was not surprising. The 
reasons for this are complex: the over-
representation of BAME communities in 
health and social care and working in 
frontline positions means that they are 
unable to work from home, as well as being 
at a higher risk of Covid severity. While this 
higher risk may not have been predictable, 
different health outcomes and the reasons 
for them have a complex basis and include 
factors relating to poverty and relative 
wealth, housing and households, job type, 
and the impact of health inequalities. 
All these have contributed to this 
disproportionate, devastating outcome.

6.0.2 Certainly BAME staff working in the 
NHS ran a greater risk of being exposed to 
infection. BAME NHS staff were less likely 
to complain about working conditions, 
which compounded the issues discussed 
in detail elsewhere in this report, with the 
effect that risk assessments, for example, 
were not undertaken and PPE was not 
provided. The reasons were varied but 
pre-existed the pandemic, which has 
exacerbated such inequalities.

6.0.3 There have been significant issues 
with messaging and reaching individuals 
who do not speak English as their first 
language, in order to get important 
messaging to them about the pandemic. 
Similarly communication was not properly 
considered in relation to healthcare, in 
populations who regularly changed their 

mobile numbers, so they were on occasion 
discharged from a service inappropriately, 
creating further disparities. There was 
a pre-existing mistrust of Government 
policy in some communities, which has 
led to lower compliance with regulations, 
suspicion of policy, and vaccine hesitancy. 
The hostile environment for undocumented 
migrants has created some appalling 
outcomes, in various ways, but particularly 
in that some people have been too 
scared to go to hospital for treatment 
for fear of being deported or unable to 
pay for treatment (despite Covid hospital 
treatment being free). 

6.0.4 The pandemic has had a differential 
effect on women, in multifarious ways. 
They were much more likely to be 
furloughed, to lose their jobs by their very 
nature of them, to undertake unpaid work 
given the closure of social care services, 
and to be the primary carer for children 
who were not at school.

6.0.5 There was a failure by policymakers 
to consider the unequal impact on women, 
which was particularly evident in terms 
of the effect on women’s income and 
finances, for example the failure to take 
into account periods of maternity leave 
within the last three accounting years for 
self-employed grant calculation. Problems 
with statutory sick pay during the 
pandemic led to people having no choice 
but to have to go to work whilst ill, or face 
not being able to feed their families. From 
a public health as well as a compassionate 
perspective, this is an appalling choice 
to have to make which was entirely as a 
result of failed planning and policymaking.

6.0.6 During Session 6 of the nine live-
streamed sessions the Inquiry considered 
and heard the impact of the virus on BAME 
people, the impact on women at home and 
in the workplace, the effect on incomes, 
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and the issues faced by undocumented 
and migrant people in accessing treatment. 
Whilst this chapter will predominantly 
focus on the elements of discrimination 
suffered by BAME populations and the 
effect of the pandemic on women it 
will draw upon other sessions where 
appropriate. The issues and discrimination 
faced by the elderly and disabled are dealt 
with elsewhere in this report. 

6.1 HEALTH EQUITY
6.1.1 Right at the outset of the People’s 
Covid Inquiry, Professor Sir Michael 
Marmot discussed his report on health 
equity in England,6.1 in an essay written 10 
years after the Marmot Report, but pre-
dating the Covid pandemic, which stated 
that the effects of austerity have widened 
health inequalities in Britain, particularly 
among women in deprived communities 
and the north, and life expectancy has 
fallen. In comparison with life expectancy 
increasing by about one year every five 
and a half years among women in the 
period from 1981 to 2010, between the 
period of 2011 to 2018 this slowed to one 
year every 28 years among women, and 
every 15 years among men.6.1 The same 
report, in its conclusion, comments that 
there are no routine figures provided 
for life expectancy based on race or 
ethnicity. The figures that were available 
‘point to half of minority ethnic groups – 
mostly black, Asian and mixed – having 
significantly lower disability-free life 
expectancy than white British men and 
women’. Put simply, prior to the Covid 
pandemic, there were pre-existing health 
inequalities the effects of which have 
been highlighted and augmented by the 
pandemic. 

6.2 IMPACT ON BAME GROUPS
6.2.1 Recognising that ‘this pandemic 
starts and ends within communities’, 
the indie_SAGE report of 12 May 20206.2 

expressed concern about the effects of 
Covid on BAME, marginalised and low-
income groups. By then it was ‘clear that 
Covid has disproportionately affected 
... BAME communities … ’ and ‘the over-
representation of BAME communities as 
low-paid care workers in health and social 
care settings which makes them vulnerable 
to Covid-related infection and deaths’(6.2)

was noted. Further, BAME groups were 
‘associated with higher risk of disease 
severity’.6.2 

6.3 INEQUALITIES PRIOR TO THE 
PANDEMIC
6.3.1 Professor Kamlesh Khunti is 
Professor of Primary Care, Diabetes and 
Vascular Medicine at the University of 
Leicester and a member of the government 
advisory body SAGE. He is Chair of SAGE 
Ethnicity Subgroup and a member of  
indie_SAGE. In his oral evidence to the 
panel, Khunti talked about structural 
discrimination as an underlying issue. Pre-
pandemic, societal systems were already 
inequitable, such as housing, education, 
employment, earnings, benefits and credit. 
Structural discrimination puts people at 
a disadvantage, and this applies more so 
to BAME communities. In addition, BAME 
people may be exposed more to Covid 
by virtue of their housing, or occupation. 
BAME people could be more vulnerable to 
Covid because of their environment, air 
qualities or because of co-morbidities; for 
example BAME groups are more likely to 
have heart disease or high blood pressure. 
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These factors, combined with a greater 
risk of having poor access to care, and 
quality of care, create significant health 
inequalities. 

6.4 INEQUALITIES AS A RESULT OF THE 
PANDEMIC
6.4.1 Khunti told the Inquiry that overall 
14% of the UK population is of non-white 
ethnicity. By the beginning of April 2020, 
data from ICNARC 6.3 showed that 30% of 
those admitted to Intensive Care Units 
were of non-white ethnicity. The reasons 
why are complex. Khunti said that he didn’t 
think we could have seen this coming; ‘we 
were definitely caught off-guard’.

6.4.2 In written evidence submitted to the 
Inquiry, Khunti described ethnicity as a 
social construct 6.4 and set out a framework 
for how differences in health outcomes 
due to the pandemic could arise, through 
six pathways: 6.4 

1. exposure; 2. vulnerability to infection/
disease; 3. disease consequences; 4. 
social consequences; 5. effectiveness 
of control measures; 6. adverse 
consequences of control measures. 

These different mechanisms place BAME 
groups at increased risk of critical care, the 
need for ventilatory support and death.

6.4.3 Differential consequences in relation 
to Covid could arise as a result of working 
conditions and the level of impairment 
through stopping work. If a BAME person 
became ill, the control measures could 
have differential effectiveness of control 
methods due to language, messaging 
issues, resources, vaccine hesitancy, 
different working conditions, access to 
protection, PPE and not following advice 
because of stigmatisation. 

6.5 HEALTH OF BAME POPULATIONS
6.5.1 The amount of deprivation 
contributes to the increased risk for 
BAME populations from Covid, and 
whilst mounting evidence suggests that 
people from BAME groups in the UK 
(predominantly South Asian and black 
African or Caribbean populations) and 
elsewhere are disproportionately affected 
by Covid with a higher risk of infection, 
hospitalization and mortality, the reasons 
for the ethnic disparities were unclear.6.5

6.5.2 There is also an increased risk, in 
particular for South Asian women living in 
multigenerational households, as found 
by a study provided in Khunti’s written 
evidence.6.6 Elderly adults living with 
younger people are at increased risk of 
Covid mortality, and this is a contributing 
factor to the excess risk experienced by 
older South Asian women compared to 
white women.

6.5.3 A further study 6.7 which considered 
obesity, ethnicity and risk of critical care, 
ventilation and morbidity for patients 
with Covid concluded that being obese 
elevated a risk of receiving in-hospital 
treatment in all ethnic groups, but this risk 
was strongest in Black ethnicities. 

6.6 WORKING CONDITIONS
6.6.1 Unjum Mirza talked about the way 
in which the phrase ‘key worker’ has 
created a shift in appreciation for the 
key roles in society, but that Government 
policy has not reflected this shift (report 
section 5.8). A high proportion of frontline 
staff are BAME people who throughout 
the pandemic served the public: staff 
and transport workers, taxi drivers, 
supermarket and food store staff, delivery 
drivers, and school and nursery workers, 
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as well as those in the NHS and care 
homes. The nature of this work means that 
it is impossible to work from home. All of 
these jobs made them more liable to come 
into contact with the virus, and to succumb 
to infection. Often in high-occupancy 
and low-space accommodation, they 
have been unable to self-isolate and 
consequently face increased risk, without 
financial support to facilitate self-isolation. 

6.7 DOCTORS AND OTHER FRONTLINE 
HEALTHCARE STAFF
6.7.1 Dr Latifa Patel is Deputy Chair of 
the Representative Body of the BMA 
and a member of the BAME forum. The 
BMA has completed numerous surveys 
into the specific needs and disparities of 
minority ethnic doctors that set them out 
from their white counterparts. Prior to 
going into the pandemic these groups of 
doctors had been more at risk of bullying, 
discrimination and harassment, and were 
also the quietest and least likely to raise 
these issues, and their concerns to be 
acted upon. This created a multiplying 
effect. Mask shortages were between 
36%-43% and there were shortages of 
scrubs, aprons and visors. BAME members 
of staff were least likely to raise concerns 
from experience prior to the pandemic, 
knowing full well that they were not going 
to be heard.

6.7.2 The mortality and morbidity data 
for health and social care staff during the 
pandemic showed that a disproportionate 
number of people from BAME groups were 
dying, and a disproportionate number of 
them are more unwell than their white 
counterparts. In a recent survey, only 
50% of doctors were saying that they had 
been risk-assessed at work. The greatest 
proportion was within the minority ethnic 
group populations with about 10-15% 

difference between minority ethnic doctors 
and their white counterparts in terms of 
how well they have been risk-assessed.

6.7.3 Dr Chidi Ejimofo, an A & E 
Consultant, gave evidence in Session 5 
of the Inquiry and told the panel[1] about 
the impact of working in Accident & 
Emergency and not having enough staff, 
as many people fell ill, as well as of the 
‘underlying fear’ of a large number of staff, 
including himself, from the BAME group. In 
terms of support for staff from employers 
and professional and regulatory bodies, 
Dr Ejimofo told the panel that there needs 
to be a robust and independent way of 
feeding back or reporting, when staff feel 
they are being constrained from being 
able to carry out their duties, secondary to 
things that are out of their control.

6.7.4 Dr Patel said that these issues 
had been raised by the BMA with the 
Government who had not responded in 
the way the BMA would have liked, at a 
level which would have made staff ‘feel 
safe and protected’. Staff need to feel safe 
and valued, which is particularly important 
in light of a record number of NHS staff 
reporting burnout, who are suffering from 
mental and emotional concerns, and who 
are considering leaving the NHS. 

6.8 ACCESS TO HEALTHCARE
6.8.1 Once the lockdown of 23 March 
2020 was implemented, access to primary 
care moved almost completely online. 
As general practitioners were no longer 
routinely seeing their own patients in 
person, the impact on BAME communities 
was profound. There are particular 
difficulties with delivering medical advice 
online, and this disproportionately affected 
BAME groups.
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6.8.2 As Dr Latifa Patel told the panel, 
virtual consultations

‘ ... didn’t cater to minority ethnic groups 
and low-income families particularly 
well. In fact, they almost discriminated 
against them. You needed a really good 
Wi-Fi connection, you needed a good 
understanding of English, which we know 
not everybody does have, you needed 
a good microphone, you needed a high 
pixel camera’. (Patel)

Coupled with the technical aspects of 
online healthcare is the lack of patient 
confidentiality or privacy which could 
be impossible to achieve from a multi-
occupancy home. This forced these 
patients to make calls from cars, 
bathrooms or toilets in an attempt to 
achieve privacy. 

6.8.3 Lower income families tend to 
use pay-as-you-go mobile phones and 
change their numbers more frequently, 
which meant that as doctors were unable 
to contact them some patients were 
discharged prematurely.

6.8.4 The NHS 111 telephone service, 
which replaced primary care services for 
people with symptoms of Covid, was ill-
equipped to triage BAME patients. For 
example, Oluwalogbon (Lobby) Akinnola, 
of Covid-19 Bereaved Families for Justice, 
and who gave evidence early in the Inquiry, 
lost his father to Covid. He died aged 
60, with no underlying health conditions, 
having never seen a doctor about his 
illness. The telephone consultation on NHS 
111 included a question about whether his 
lips were blue which was inappropriate for 
black Covid patients. 

6.9 COMMUNICATION AND MESSAGING
6.9.1 As well as difficulties with online 
healthcare services, other communication 
and messaging was not adapted to reach 
BAME groups. Khunti said in evidence 
that ‘Ethnic minorities do need tailored 
messaging, it needs to be personalised, 
it needs to be accessible, needs to 
be culturally adapted’. The daily news 
conferences on television ‘were in 
English and weren’t accessible to most 
of the minority population, especially the 
deprived population who has been hardest 
hit’.

6.9.2 Dr Latifa Patel informed the panel 
that ‘[c]ommunication throughout this 
pandemic from the Government has been 
wholly unacceptable’ and ‘made those 
disparities even ... greater for families from 
minority ethnic groups’. 

6.10 UNDOCUMENTED MIGRANTS
6.10.1  Whilst in general there have been 
worse outcomes in terms of access to 
treatment in other countries, such as in the 
USA where Latino and black communities 
were less able to afford care, there is 
evidence that some people in this country 
have not accessed care due to their 
immigration status.

6.10.2  Alia Yule is the Access to 
Healthcare Migrant Organiser at Migrants 
Organise, a West London charity. She 
explained that there are a variety of 
ways in which people can be or become 
undocumented, and that this population 
is estimated at between 800,000 to 1.2m 
people in the UK. The Government’s 
‘hostile environment’ for undocumented 
migrants creates a wide variety of 
policies that affect a whole range of 
sectors and services needed for people 
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to live a normal, dignified life. The ‘hostile 
environment’ means that undocumented 
people were denied those services. The 
‘hostile environment’ makes life very 
difficult for people who don’t have the 
right immigration papers, including not 
just those who don’t have legal status, but 
those who are unable to prove that they do 
have legal status, such as those from the 
Windrush scandal.

6.10.3  Alia Yule told the panel that the 
policy is

‘ ... really about scapegoating a group of 
people … making migrants the blame for 
the erosion of our public services and 
the defunding of our public services by 
saying, “it’s those people who come here 
who steal our hospital bed, who steal 
our school places, who steal our jobs”, 
by sort of blaming the most marginalised 
and making it then extremely difficult for 
those people to speak out about what is 
happening to them.’ (Yule)

In terms of access to healthcare, the 
‘hostile environment’ in the NHS means 
that migrants can be charged up to 150% 
of the cost of care. The rules are very 
complex. Payment is required up-front 
for ‘non-urgent’ treatment. Data from the 
NHS can be shared with the Home Office, 
which means that if they cannot pay they 
won’t be treated. Many hospitals use debt 
collection agencies to try to recover these 
debts from migrants.

6.10.4  The way that this has impacted on 
access to healthcare, particularly during 
the Covid pandemic is that even though 
treatment for Covid is free, this was not 
publicised well nor made clear so migrant 
communities have been afraid to come 
forward for treatment. The rules were not 
clear on whether treatment provided at 
the same time as Covid treatment was 
chargeable:

‘ ... it’s not really possible to have a health 
system in which you have some parts 
that are chargeable, and some parts that 
are not, and be able to communicate that 
to people clearly. And particularly when 
at the same time you have this system 
of sharing patient data with the Home 
Office sitting behind it. So, meaning 
that even when testing and treatment 
is free for people, there is still this 
fear of coming forward, lest you might 
make yourself subject to immigration 
enforcement as a result.’ (Yule)

6.10.5  The Inquiry heard several examples 
of the effect of the ‘hostile environment’. 
A Filipino man who had lived and worked 
in the UK with his wife for 10 years died at 
home from suspected Covid, having been 
so fearful of being detained and deported 
due to his immigration status that he did 
not present to the NHS. A Lebanese man 
who had been in the UK for two years and 
recently managed to get out of a detention 
centre developed Covid symptoms. He 
was so fearful that a debt for treatment 
would jeopardise regularisation of his 
visa that he sadly died. A third example 
was a Black British man being treated in 
hospital for Covid who had kidney failure 
and was in an induced coma. His family 
were sent a threatening letter requiring 
him to provide evidence of eligibility for 
free NHS care within seven days, failing 
which he would be charged for treatment, 
despite him having lived in the country for 
over a decade and having gained British 
citizenship two years previously, and 
despite the Government saying that no 
one should be status-checked for Covid 
related treatment.

6.10.6  Several hundred people had 
been kept in a military barracks despite 
the Government’s announcement that 
this would stop. The conditions were 
unsanitary, there was no way to achieve 
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social distancing or isolation and Covid 
spread, with difficulty accessing GP 
services when they were ill.

6.10.7  Foreign national NHS workers who 
pay the immigration health surcharge are 
in essence subjected to a double-tax: the 
immigration health surcharge is £624 per 
person per year, which must be paid up 
front with every visa application and for 
every family member, and then workers 
also pay for healthcare through their taxes. 

6.11 MISTRUST IN POLICIES AND 
VACCINE HESITANCY
6.11.1  There is increased vaccine hesitancy 
amongst BAME groups. Dr Latifa Patel 
explained that in order to understand 
vaccine hesitancy it is important to 
consider the position prior to the outset 
of the pandemic. Concerns and disparities 
already existed, and there was an inherent 
lack of trust in some Government policies, 
for example Brexit, immigration policies, 
the Windrush generation. In addition, Black 
and Asian patients are often more at risk 
within the NHS, so feel less trusting of it. 
As Ellen Clifford said in Session 4 (report 
section 4.20), whilst disabled people 
wanted to be vaccinated, there were 
problems with access and also distrust in 
the Government in the way that disabled 
people had been treated since 2010. She 
told the panel during that session that 
where she lived in South East London, 
distrust in Government messages was 
more widespread amongst sections of 
the community, which had led to low 
compliance with mask wearing. 

6.12 IMPACT ON WOMEN
6.12.1  The Panel of the People’s Covid 
Inquiry heard from Dr Mary-Ann 
Stephenson, director of the UK Women’s 
Budget Group (WBG), which analyses 
economic policy for its gender impact 
and proposes alternative policies to 
create more gender equality. Dr Mary-
Ann Stephenson gave evidence about the 
effect of the Covid pandemic on women.

6.12.2  In January 2021 the WBG published 
a report on the impact of Covid on women, 
called ‘Where women stand at the start of 
2021’.6.8 Whilst men are statistically more 
likely to die from Covid, women have been 
hit harder by the social and economic 
impact of the pandemic.

Women and work

6.12.3  There were pre-existing inequalities 
which have been highlighted as a result 
of the Covid pandemic. Women are more 
likely to be poor; more likely to work in 
insecure employment whether through 
insecure or zero-hour contracts; and more 
likely to work in sectors which had to close 
as a result of the pandemic, as well as in 
health and social care. The sectors that 
women are more likely to work in have 
been most badly hit by the pandemic, and 
the resulting closures. This meant that 
women have been more likely to be made 
redundant. There has been extensive 
research on the gendered impact of Ebola 
and other pandemics, but when these 
concerns were raised by an expert in 
the field at the beginning of 2020, the 
response was ‘London is not Liberia, we 
won’t have the same problems.’
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6.12.4  As women are more likely to be 
poor, they are also more likely to be 
affected by the end of the £20 uplift in 
Universal Credit (which was withdrawn in 
September 2021) and pushed into poverty. 
People who lost their jobs as a result of 
the pandemic had the loss of earnings 
mitigated somewhat by the uplift. Dr Mary-
Ann Stephenson said: ‘We are facing a cliff 
edge with the end of the furlough scheme, 
and the end of the £20 uplift in Universal 
Credit.’

6.12.5  Women were less likely to be 
furloughed than their male counterparts 
and furlough for childcare reasons, which 
was introduced later on in the pandemic, 
was not well publicised. Parents should 
have had the right to request furlough, or 
part-time furlough shared between parents 
should have been actively encouraged. 

6.12.6  There had been significant 
problems with entitlement to statutory sick 
pay, which had disproportionately affected 
women, the consequence of which had 
reduced the ability for women to self-
isolate where necessary. It had left many 
people with no choice but to carry on 
going to work, even when they were ill:

‘The Government needs to take action 
to actually introduce a Social Security 
system that acts as a genuine safety 
net ... we need a system that is there to 
protect us.’ (Stephenson)

6.12.7  Women working in the NHS had 
been affected in a variety of ways. 
Dr Latifa Patel told the panel that a 
‘staggering’ 77% of NHS staff are women. 
Yet from the offset in terms of how we 
were protected, our face masks, our 
gloves, our aprons, all of these were 
geared for men.’

6.12.8  NHS staff had lost on average 
about 15% in the real value of their pay 
over the last decade; local government 
workers had lost 23% and in the social 
care sector, or sectors which had been 
outsourced, the vast majority of workers 
were on minimum pay and conditions, and 
are predominantly women, and people 
from BAME backgrounds. 

6.13 MATERNITY AND CHILDBIRTH
6.13.1  On a practical level women patients 
have been affected during the pandemic 
by the way maternity care was delivered. 
Midwife and other appointments were 
suddenly experienced without partners, 
people had babies in hospital without the 
support of family and friends, and some 
women even gave birth on their own. The 
BMA has been campaigning on issues 
relating to maternity, as well as equality for 
PPE.

6.13.2  Women who had recently taken 
maternity leave were disadvantaged in the 
calculation of the support given to the self-
employed since maternity leave was not 
allowed for in the averages over the three 
years prior to the pandemic. 

6.14 MENTAL HEALTH
6.14.1  Women’s mental health had been 
affected by the pandemic, for all of the 
reasons above, but in particular the 
mental health of young women had been 
badly affected. This was as a result of the 
significant underfunding of the CAMHS 
which were ‘threadbare’ and needed 
proper investment to enable people to get 
the support they so desperately needed. 
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6.15 DOMESTIC VIOLENCE
‘People were trapped at home with 
their abusers, which meant that there 
was nowhere else to go, there was no 
way of getting away from a situation 
… that made things particularly bad.’ 
(Stephenson)

6.15.1  A review of women’s organisations 
from the Women’s Resource Centre 
showed a 79% increase in demand and 
over 50% showed an increase for women 
with complex needs, including violence, 
but there hadn’t been the resources to 
meet the level of demand. 

6.16 GENDER INEQUALITY
6.16.1  Echoing many other witnesses in 
the Inquiry, Dr Mary-Ann Stephenson told 
the panel that Covid hadn’t created these 
problems, but rather that it had highlighted 
pre-existing issues: ‘endemic structural 
racism in society, huge inequalities 
between rich and poor, inequalities 
between women and men’. Consequently 
she recommended that an expert in 
gender should be part of the advisory 
group SAGE.

6.16.2  In order to implement policies which 
promote equality, this country could draw 
upon the policies of other nations. For 
example, many Scandinavian countries 
and South Africa have adopted impact 
assessments and gender budgeting. 
Scandinavian countries also have more 
equitable sharing of leave policies. Dr 
Stephenson told the panel that Joe Biden 
in the USA had recognised that this is a 
moment for change, and that it is possible.

6.16.3  Dr Mary-Ann Stephenson also 
said that the Government’s ‘Build Back 
Better’ proposals focus on investment in 
construction schemes, some of which 

are important and needed, but unlikely to 
provide jobs for people who have lost work 
in retail, hospitality, or the beauty sector 
for example.

6.16.4  In addition, modelling of investment 
in social care shows that the same amount 
of money invested in care could create 
nearly three times as many jobs as money 
invested in construction, even if you 
paid care workers at a higher rate than 
currently.
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